IP241.
Adherence to Recommended Imaging Surveillance of Acutely Presenting Stanford Type B Aortic Dissections Sachin Doshi, Naomi Eisenberg, Shawn Bailey, Ganesan Annamalai, Graham Roche-Nagle. University of Toronto, Toronto, Ontario, Canada
Objective: Acutely presenting Stanford type B aortic dissections (TBADs) primarily receive medical or endovascular management and require lifelong imaging surveillance. Only computed tomography and magnetic resonance imaging adequately assess early indications of fatal developments. For both management strategies, guidelines recommend imaging at months 1, 3, 6, and 12 after discharge from initial admission and annually thereafter. This study aimed to evaluate adherence to recommended imaging surveillance for newly presenting TBAD patients at a tertiary hospital.
Methods: A retrospective review of patients presenting with a new, acute TBAD between January 2010 and March 2017 was performed. Demographics of the patients, TBAD admission details, and medical histories were obtained from an electronic chart review. Computed tomography and magnetic resonance images were reviewed, and aortic sizes were measured by a single operator. Patients without TBAD surveillance imaging for >15 months were considered lost to follow-up. Overall follow-up (imaging every <15 months) and adherence to recommended surveillance (1 month, 3 months, 6 months, 12 months, and annually) were analyzed using Kaplan-Meier graphs. Log-rank analysis assessed factors increasing risk of poor follow-up and adherence to guidelines.
Results: Sixty-two patients (38 male, 24 female) were included. At the time of initial admission, median age was 62 years, and median aortic diameter was 44 mm. Median duration of overall follow-up was 24 months.
Kaplan-Meier analysis of overall follow-up, censoring death and external follow-up, indicated follow-up rates of 87.1% (standard error, 4.3%) at 1 month and 3 months, 85.2% (4.6%) at 6 months, 77.5% (5.6%) at 12 months, and 63.8% (8.1%) at 60 months (Fig 1) . However, similar analysis of adherence to recommended imaging interval guidelines revealed compliance of 10.9% (standard error, 4.2%) at 3 months, 8.7% (3.9%) at 6 months, and 0.0% (0.0%) at 12 months (Fig 2) . Log-rank analysis indicated that specialty arranging follow-up, medical (n ¼ 24) vs surgical (n ¼ 38), did not have an impact on overall follow-up or adherence to recommended guidelines. Similarly, patient's distance to the hospital, medical vs endovascular intervention, initial dissection size, smoking history, or additional medical/demographic characteristics did not affect these outcomes.
Conclusions: At our institution, overall follow-up of TBAD is satisfactory; however, the frequency of imaging surveillance does not adhere to published, recommended guidelines. This concerns all TBAD patients and no subset in isolation. Imaging surveillance with stricter intervals can improve the quality of patient outcomes. This presents an opportunity for education on recommended guidelines and implementation of a protocol to notify physicians when imaging is recommended, especially in the era of linked health care payment to quality measures.
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IP243. The Picture of a Vascular Surgeon
Methods: Billing records were available and obtained for patients treated by our vascular surgery faculty from 2003 to 2014. Procedure codes were grouped into categories, and the population of patients was assessed on the basis of age and sex.
Results: Our average academic vascular surgeon completed between 1000 and 1400 cases per year, which increased significantly over time (average of 1148 in 2003 to 1252 in 2014; P < .001) even with the loss or addition of faculty during the period studied. The average age of the patients significantly decreased over the time frame studied from 68 to 59 years (P < .001). The majority of patients treated were male, although there was a significant increase in female patients from 39% to 45% (P < .001). With regard to overall case mix, there were 11 major case categories that defined our practice detailed in the Table with representative yearly totals. The Fig focuses on the case volume trend for aortic, peripheral arterial, carotid, thoracic outlet, dialysis, venous, and amputation surgery. Overall, endovascular case volume increased significantly, going from 49% of our case volume in 2003 to 66% of our case volume in 2013 (P < .001). The most commonly performed procedures were wound care surgery followed by diagnostic procedures throughout the study period. Peripheral vascular surgery became the third most common procedure (going from 11% to 14% of our case volume), whereas amputations and miscellaneous procedures were the only category to significantly drop during the 11 years (P < .001). Other significant trends included an increase in dialysis access from 2% to 5.1% of our practice's case mix and a rise in wound care from 32% to 37% (P < .001).
Conclusions: The definition of a vascular surgeon continues to evolve along with the field. As a specialty, we can now state with clarity the services we perform. Moving forward, we can now communicate what we have to offer to our colleagues and more effectively recruit trainees to our field. 
